The purpose of this study was to explore the experience and perceptions of nurses providing bowel care to patients after spinal cord injury. DESIGN: Qualitative study using thematic analysis of semistructured interviews. SUBJECTS AND SETTING: Eleven RNs who provided bowel care to patients following spinal cord injury and were deemed competent to do so by their employer were invited to participate. The study setting was a large, London NHS Trust providing acute hospital care to a population of around 1 million people. METHODS: Semistructured interviews were digitally audio-recorded and transcribed verbatim. Analysis of data was undertaken using Braun and Clark's 6 stages of thematic analysis. RESULTS: Four main themes emerged: (1) unpleasantness of task; (2) perceived patient experience; (3) motivation and avoidance; and (4) barriers to care. There was stoic acceptance of the unpleasant nature of bowel care for the nurse, but unpleasantness for patients was not as readily acknowledged. Perceived patient experience ranged from descriptions of positive aspects of comfort and continence to negative aspects of embarrassment and discomfort. Nurses were motivated by the medical need for bowel care but often saw it as low priority due to the unpleasant nature and displayed avoidance tactics. The barriers concerned inadequate training, the taboo nature of bowel care, and potential sexual interpretations of care. CONCLUSION: Nurses described bowel care as unpleasant but accepted its physiologic need and importance. The standardization of bowel care training and increasing the numbers of nurses trained in bowel care may decrease stigma surrounding provision of care. Study fi ndings suggest that male nurses' experience may differ from female nurses' experience, but this result requires further investigation.
INTRODUCTION
Neurogenic bowel is common following spinal cord injury (SCI); persons with an SCI frequently lose rectal sensation and the ability to defecate normally. 1 Most SCI patients require bowel care, often including digital rectal examination and stimulation (DRE and DRS) and digital removal of feces (DRF). Patients and specialist nurses have described poor bowel care in SCI patients as impairing patient dignity and health. 2 Nurses reported fear performing bowel care due to a misbelief that it is illegal or that they may cause injury to patients. 3 Substandard continence and bowel care in all patient groups have been recognized as a national issue in the United Kingdom. 4 Th e Royal College of Nursing 3 , 5 has recognized inadequacy of care provision surrounding DRE, lower bowel dysfunction, DRF, and DRS. Nevertheless, we reviewed the literature and found no studies exploring the experience of acute care nurses when providing bowel care or barriers to quality bowel care provision. It is unclear if this is an international issue in the developed world, but there is clear indication from the developing world that good bowel care for SCI patients is sparse. 6 Exploring the experience and perceptions of nurses may help identify why nurses may not provide good-quality bowel care in this patient group and create a foundation for future research and improvements in bowel management for people following SCI. Th erefore, the purpose of this study was to explore the experience and perceptions of nurses who provided bowel care for SCI patients.
METHODS
Th is exploratory qualitative study used standard qualitative methods and semistructured interviews. Th e study was carried out in a large, London NHS Trust providing acute hospital care to a population of around 1 million people between March 2014 and September 2014.
Registered nurses working in 3 NHS hospital wards (units) who cared for inpatients admitted following major trauma and SCIs and who provided bowel care to patients on a regular basis were recruited. As the hospital required an additional competency of its nurses in order to provide SCI bowel care, each ward was approached for its policy and competency frameworks. A list of nurses that each ward had assessed as competent was obtained. Th is ensured that the nurses who came forward to participate were deemed competent by local standards while ensuring that their anonymity from their employer could be maintained. Inclusion criteria were: RNs, working within the 3 wards targeted within the hospital and deemed competent by their manager to provide bowel care. Th e study was approved by the Research Ethics Committee at King's College London (REF: PNM/13/14-48) and the Joint Research Compliance Offi ce (REF:14SM1935). Informed consent was recorded immediately prior to data collection ensuring anonymity by assigning an identifi cation number known only to the fi rst author. Participants were given a unique identifi cation number to ensure participant confi dentiality; female participants were labeled with F while male with M and numbered sequentially.
In order to reduce the perception and risk of coercion only nondirect recruitment methods were employed. Th is included posters placed in communal areas and e-mails distributed to potential participants' NHS e-mail addresses by an independent gatekeeper employed by the hospital, were used . If participants expressed interest in participating to the researcher, they were invited to set a date for interview. If they did not respond, a reminder e-mail was sent to request a date, and if no response occurred, no further contact was made.
Study Procedures
Semistructured interviews were conducted using open-ended questions and a topic guide; all interviews were audio-recorded and transcribed verbatim. All interviews were completed by the same researcher (C.T.) who also transcribed data.
Data Analysis
Th ematic analysis was performed based on Braun and Clarke's 6 stages. 7 Th e fi rst stage was to become familiarized with the data. Th e fi rst author (C.T.) who completed interviews also transcribed data enabling familiarization with the data and formulation of initial ideas was noted. Initial coding (stage 2) was also completed by the fi rst author and these codes were reassessed following the fi nal interview. During the third stage, we searched for themes. During the fourth stage, themes were reviewed by the fi rst and second authors (C.T., S.W.) separately and then collaboratively. Th emes and subthemes emerged and continued to develop through in-depth review. During the fi fth stage, we defi ned and named the themes. Th e sixth stage comprised production of the report; this article reports those fi ndings.
One interview script was reviewed by the participant as part of member checking to ensure that the meaning interpreted from their interview was the one they wished to convey. One interview was randomly selected using a computer number generator and the transcript was sent to the participant with codes attached to ensure validity (member checking).
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RESULTS
Th e sample comprised 11 RNs from 3 inpatient acute hospital units (ward) in a UK National Health Services (NHS) trauma center. Th e hospital required nurses to have training beyond their registration requirements in SCI bowel care in order to provide DRE, DRS, and DRF, but each ward within the hospital had diff ering training and competency frameworks. Participants were all experienced in caring for acute-stage spinal injury patients with their length of experience ranging from 1 to 10 years, with the majority having between 3 and 5 years' experience. Two participants had prior experience caring for SCI patients in other settings and were the only participants who had previously provided SCI bowel care. Most were senior ward nurses (N = 7, 64%), with the remainder being RNs. Th e majority were female (N = 8, 73%) and on the trauma ward which was an acute high-dependency setting (N = 7, 64%) with some intensive care nurses (N = 4, 36%). At the time the study commenced, no RNs from the spinal and orthopedic ward were deemed competent in bowel care. Overall, 14% (n = 21) of the permanent nurse workforce in areas that receive SCI patients were deemed able to deliver bowel care ( Table 1 ) .
Data analysis identifi ed 4 major themes: (1) unpleasantness of task, (2) perceived patient experience, (3) motivation and avoidance, and (4) barriers to care. We also identifi ed subthemes for each of the 4 major themes ( Table 2 ) .
Unpleasantness of Task
Two subthemes were identifi ed within this theme: unpleasantness of the task for the nurse and perceived unpleasantness for the patient. Th e majority of nurses discussed the unpleasantness of task largely in a stoic fashion. Handling fecal material was viewed as an integral aspect of nursing and as such the unpleasant nature for the nurse was accepted. A female respondent noted, "Its poo … I wouldn't have come into the nursing profession if I didn't have a strong stomach . " A second female respondent stated, "Th e smell, I hate it because of the smell and the whole process, I don't particularly like it, but I have to do it."
Th e unpleasant experience for the patient was exacerbated by the acute nature of the injury and the new physically dependent state of the patient. Th ere was widespread appreciation for the unpleasant nature of the care for the patient especially due to the acute nature of injury, meaning the care was new to the patient. As one female respondent noted, "Obviously they have just had a traumatic spinal cord injury so they tend to be quite fragile anyway and then they have someone emptying their bowel for them which is obviously not pleasant for them."
Perceived Patient Experience
Patient experience was very important to the nurses ( Table 2 ) . Th ey were well educated in the reasoning behind provision of bowel care and understood the need for the bowel care and the comfort good bowel motility could provide. As one male respondent noted, "It is a need [bowel care]. Th e positive thing about it is you are able to relieve a patient. Make them feel … patients won't experience autonomic dysrefl exia. Patients are more comfortable for daily living and also it trains the patients, trains the bowel for a certain time and certain bowel aids that they prefer to use." Promotion of continence through good care was seen as an empowering factor for patients that allowed rehabilitation and improved quality of life. A male respondent stated, "Th ere is also the possibility that they could become incontinent [without proper bowel care] which is obviously very unpleasant for them." A female respondent noted, "I think when it is instigated and it works well and their bowel is trained then it is brilliant as you can get them out during the day it doesn't interfere, having their bowel open, doesn't interfere with their rehab and things like that."
Th e negative patient experience was equally important. Th e experience of the patient had a direct impact on the experience of the nurse. Patients who were particularly young, embarrassed, or had rectal sensation were viewed the most "diffi cult" patients for the nurses to provide care to. Th e invasive nature of the care made the participants feel embarrassed on the patient's behalf. As a female participant noted, "I think that it can be quite embarrassing for the patient, I don't think they really like it, because often our patients are awake when we are doing it, and aware." A male participant stated, "It's somebody's bum. Having to insert my fi nger somewhere I don't want to insert it. Umm … nine times out of ten when we are doing it the patients are awake and they are very aware of what we are doing and that makes me feel uncomfortable and it's the actual manual evacuation is just the worst thing that I can ever, ever do and I have done a lot of weird things in nursing but that is the worst thing I have come across."
Privacy and dignity were diffi cult to maintain during the care due to the acute care setting and the time required to complete the procedure. As a female participant observed, "If the patient has a side room ideally. It's not nice for them to have to go through the indignity, as some may call it, and they are in a bay area or you have someone continually opening the door."
Gender and sexuality were raised as issues surrounding provision of bowel care by the male participants. Th e male nurses expressed concerns around caring for a patient of the opposite gender or having their actions perceived in a sexual nature. One male participant expressed their extreme hatred of providing the care and directly expressed reluctance in the insertion of a fi nger into a patient's rectum separating manual evacuation care from other nursing requirements such as suppository insertion. He stated, "On the fi rst few weeks [female patient] would only prefer female staff to do [bowel care]. But in time she got used to it as part of her daily living she started to accept." A second male participant commented, "It [bowel care] is essentially an act of penetration, some people do it for fun …. I know that there is no sexual thrill whatsoever in it for me, but I do worry that my patient might think that there is." A third male respondent stated, "Every nurse has a weakness. For me it's the manual evacuation. I mean things like the enemas and the suppositories and doing the bowel check that's fi ne. But when it comes to that one part I just cave totally, I really struggle with that."
Motivation and Avoidance
Medical necessity and patient comfort provided the self-expressed motivation of the nurses. Few nurses expressed avoidance in themselves although one stated that they have avoided the care in the past related to their confi dence and one participant actively avoided the care provision as much as possible. A female respondent indicated, "We have got to get it [bowel care] done because if we don't then they go dysrefl exic and then you have a medical emergency on your hands." In contrast, a male respondent stated, "I absolutely hate it [bowel care] I would rather poke my eyes out. It's the only time I pull rank." Avoidance in others was described largely related to avoiding training and therefore being unable to provide the care. Th e participants felt that this was a purposeful avoidance; the nurses felt that their colleagues did not receive the training as they did not wish to provide bowel care. Work load on the participants was viewed as strained due to the avoidance of training by their colleagues. As a female respondent stated, "I mean we get a lot of spinal cord injuries and saying that you don't have the training, isn't really good enough."
Barriers to Care
Staffi ng and skill mix were perceived as a barrier by many of the nurses. Bowel care in the acute setting rarely requires only 1 healthcare professional. It often requires additional staff to safely log roll the patient under spinal precautions. Th is represents a vast proportion of the nurses/healthcare professionals on ward. Th e fi rst 6 months following injury are paramount to establishing an acceptable bowel regime. 9 During the initial postinjury period, the process can take extended periods of time to complete, further straining the nurse's time to provide care. Th e lack of nurses trained resulting in placement of bowel care on a limited number of nurses was seen as a burden. Often, one nurse was providing bowel care for multiple individuals, limiting time to care for other patients. A female respondent commented, "Staff constraints … getting people to help you roll." Another noted, "Time. As with everything we do is nurses' time. Very much depends on the skill mix and the work load on the unit." A male respondent stated, "At the moment not all nurses are able to do it. You are always getting dragged away, even if it's not your patient."
Training related to bowel care was identifi ed as another barrier to providing bowel care. Variability in training was reported between participants in the same ward. Training varied from study days and presentations to informal discussions and Another respondent stated, "More formal training probably would be better. A course would be better than someone coming in from the spinal unit to train you and then that's that." Bowel care was described as a taboo subject and participants who provided this care were unwilling to openly discuss it. Separation of bowel care from the normal tasks of nursing within departments was described. Th e perceived specialized nature of bowel care added to its taboo nature. A male respondent noted, "I guess probably the best start is to break down some of the barriers so that people are actually able to talk about it. And then we can learn from each other." A female respondent opined…"if more people are trained on it, then it's easier to fi nd people and it will probably take the stigma away ... then it's not like a taboo subject." A fi nal barrier described by participants was the notion of diff ering views of competence versus confi dence. A lack of standard competency assessment aff ected the nurses' confi dence to provide the care. Assessment of competence was often undertaken on patients, and a fear of damaging the patients or upsetting them at a delicate time of their acute injury was present. Assessments of competence varied from 1 supervised episode of bowel care to 3. Some nurses felt that this was insuffi cient and they expressed feeling abandonment once they were left without another competent member of staff to guide them in the care provision. A lack of confi dence resulted in avoidance of care provision. A female respondent stated, "I used to kind of shy away from it, but that was because I didn't feel really confi dent in doing it." Another commented, "I had about 15 minutes theory and then she performed the procedure on the patient and then, that was it, I was deemed competent."
DISCUSSION
Bowel dysfunction has a major impact on SCI patients and their emotional well-being as well as physical health. 10 Bowel care in all patient populations is underresearched, 9 and although some studies have shown the importance of adequate bowel care to patients, the experience of the healthcare professional is largely unknown. 11 , 12 Th e fi rst 6 months following a SCI is a challenging time for patients; however it is also a critical period to develop good bowel routines with a reliance on physical interventions that patients may not be accepting of . 13 Burns and colleagues 14 interviewed support workers and spouses who provide bowel care to SCI individuals about their views and experiences. Our fi ndings in a registered nursing population were similar to the fi ndings of Burns and colleagues, 14 who also identifi ed concerns about training among support workers, who feared causing damage and feeling unprepared. Th e intimate nature of care was also highlighted with spouses and support workers alike fi nding the care provision uncomfortably intimate, 14 consistent with our fi ndings. However, there were diff erences identifi ed between the fi ndings of our study and that conducted by Burns and coworkers, 14 whose participants did not exhibit acceptance of the nature of working with bowel evacuation in contrast to a registered nursing workforce. Th is could be explained by the diff erent educational level of the participants in the 2 studies. In addition, their participants did not identify concerns regarding gender or possible sexual interpretations of the intervention as described by our participants. Th is may be due to diff erences in the reactions of patients who are in the acute rather than chronic phases of their injury to receiving bowel care, and the RNs in our study had picked up on these cues. For newly injured patients, bowel care is potentially an undesirable and intrusive intimate procedure, whereas people who have lived with these problems for a long period of time may have come to accept bowel care. Th is contrast also may be explained by the nature of the relationship between the person providing bowel care and the patient. Bowel care may be seen as more acceptable when provided by someone with a long-term relationship with the person living with SCI. Th e hospital nurses in our study provide care over a comparatively short period of time.
Th e nurses in our study accepted the unpleasant nature of bowel care but they separated it from other unpleasant nursing practices. Our fi ndings suggest that bowel care was not consistently seen as a priority; instead, it was seen as invasive and a source of embarrassment for patients and nurses alike. Failures in continence care were never as starkly evident as in the report by Francis 15 on the care failing in the Mid Staff ordshire hospital. Th e report found that a culture of poor care had developed and been allowed to fl ourish. Th e avoidance of care of a patient's basic hygiene and continence requirements was specifically mentioned with regard to the nursing profession systemic failings. Francis also commented that a lack of training, poor follow-up of complaints, and a lack of compassion for patients were evident in the hospital at the time. Th ere have been reports of inappropriate bowel care being provided to SCI patients when they are admitted to nonspecialist spinal injury centers in the United Kingdom, along with a lack of training in this area of care. 2 Bowel care was perceived as specialist care in our study rather than a prerequisite to working on a unit that admits SCI patients. Many respondents discussed the low numbers of nurses trained in bowel care, placing an additional burden of care on nurses who were trained. Th ey opined that widespread training of nurses in this area of care might remove some of the stigma and redefi ne bowel management as standard nursing care. We found no other studies that addressed this issue. While DRE and DRF are not currently required of UK nurses at the point of registration, however, the preregistration standards are currently under revision and we propose adding these skills as a requirement. 16 Th e invasive nature of bowel care and concern over potential sexual connotations were expressed by male participants. Most nurses are female and stereotypes surrounding men within this workforce remain. Male nurses often feel vulnerable to accusations and misinterpretations of professional intimate touch. 17 Male nurses reporting concerns about sexual interpretations of care have been described in other intimate aspects of care and when caring for female patients. 18 Directed training to better prepare male nurses may be benefi cial. 19 Th e perceived patient experience was very important to all the nurses interviewed. Th e unpleasant nature of the care for patients was a large determining factor for the nurses interviewed who reported avoidance of care when the patient was embarrassed. Normalization of bowel care is theoretically feasible but it must be embraced as part of nursing care rather than a product of specialized training.
LIMITATIONS
Th e number of male participants was 3, and data saturation may not have been reached for this group. Th erefore, caution is needed when generalizing fi ndings about this group. Another limitation of this research was the location of the study. Th e study took place at the workplace of one of the researchers, who also conducted the interviews. Th is could lead to a limitation in the topics the participants were willing to discuss. Some participants may have been motivated to give socially desirable answers rather than expressing their own thoughts on the subject. Attempts to address this were made by using prompts to explore their answers in a full manner to ensure that the views they were expressing were their own.
CONCLUSION
Nurses described bowel care as unpleasant but accepted bowel evacuation and management as an integral aspect of the nursing profession. Manual evacuation and digital stimulation are separated in the nurses' view from other aspects of bowel care and are segregated from nursing care. Embarrassment on behalf of the patient due to the invasive and intimate nature of care is of concern. Inconsistent and often brief training that is specialist-based rather than standard nursing care of a spinal cord-injured patient both creates a taboo aspect and increases the patient burden on the few trained staff . Further research into the impact of this intimate care on the male nursing population is necessary. Standardization of training programs should be investigated to see if greater confi dence in bowel care provision can be instilled rather than simple competence assessment.
